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Abstract
Men’s tendency to delay health help-seeking is largely attributed to masculinity, but findings 
scarcely focus on African-American men who face additional race-related, help-seeking barriers. 
Building principally on reactance theory, we test a hypothesized model situating racial 
discrimination, masculinity norms salience, everyday racism (ERD), racial identity (RI), sense of 
control (SOC) and depressive symptomatology as key barriers to African-American men’s health 
help-seeking. 458 African-American men were recruited primarily from U.S. barbershops in the 
Western and Southern regions. The primary outcome was Barriers to Help-Seeking Scale (BHSS) 
scores. The hypothesized model was investigated with confirmatory factor and path analysis with 
tests for measurement invariance. Our model fit was excellent χ2(4,N = 457) = 3.84, p > .05; CFI 
= .99; TLI = 1.00; RMSEA = .00, and 90% CI [.00, .07] and operated equivalently across different 
age, income, and education strata. Frequent ERD and higher MNS contributed to higher BHHS 
scores. The relationship between ERD exposure and BHHS scores was partially mediated by 
diminished SOC and greater depressive symptomatology. Interventions aimed at addressing 
African-American men’s health help-seeking should not only address masculinity norms, but also 
threats to sense of control, and negative psychological sequelae induced by everyday racism.
Keywords
masculinity; men’s health; health disparities; help-seeking; African Americans
Correspondence concerning this article should be addressed to Wizdom Powell. University of North Carolina at Chapel Hill, 334B 
Rosenau Hall, CB #7440, Chapel Hill, NC 27599-7440; wizdomp@email.unc.edu. 
HHS Public Access
Author manuscript
Behav Med. Author manuscript; available in PMC 2017 July 01.
Published in final edited form as:














In the U.S., men shoulder a significant amount of chronic disease burden 1 and have more 
abridged life-spans than women.2 Researchers partly attribute these disparate health 
outcomes to men’s tendency to “watch and wait” or delay help-seeking even when 
symptoms signal probable serious illness.3,4 Several studies affirm that men, relative to 
women, often fail to obtain preventive screenings, secure a usual source of care, and get 
timely medical interventions. 5–8 According to the most recent age-adjusted estimates, men 
made significantly fewer ambulatory healthcare visits (258 per 100) than women (342 per 
100).9 Ambulatory visits are an important first point of contact for healthcare system contact 
among men. Thus, delayed health help-seeking creates missed opportunities for early 
chronic disease detection and the provision of critical health counseling. Delayed help-
seeking and ensuing male health disparities also produce a significant impact on the U.S. 
national economy. 10 For example, Thorpe et al. calculated that of the $447.6 billion spent 
on the direct medical care costs for African American men, $24.2 billion of the overall costs 
is in excess expenditures.10 Equally as devastating are the socioemotional impacts on the 
women, partners, and children when the men they care about perish prematurely from 
preventable conditions. Thus, identifying barriers to health help-seeking among men is not 
only critical to reducing overall male health disparities but also to improving the vitality of 
families and our nation at large.
The potential negative impacts associated with delayed male health help-seeking are likely 
even more pronounced for African-American men who despite narrowing Black-White life-
expectancy gaps, 11,12 live shorter lives than non-Hispanic White women, African-American 
women, and non-Hispanic White men.2 African-American men’s death rates from heart 
disease, some cancers (e.g., lung), and other health conditions amenable to preventive 
interventions are also significantly higher than those experienced by non-Hispanic White 
men.13–16 While these disparaging African-American male health outcomes are not solely 
attributable to help-seeking delays, they are less likely to manifest when the conditions 
driving them are detected and treated early. Indeed, multiple extant studies affirm that 
women from most racial/ethnic groups and non-Hispanic White men are significantly more 
likely to seek help for health problems than African-American men.17–21 Even in light of 
this compelling evidence, studies investigating barriers to African-American men’s health 
help-seeking are scarce and most of what we know at the population level stems from 
studies focused on psychological services use.22 Reducing barriers to help-seeking among 
African American men requires a broader health focus and specific attention to the unique 
factors driving delays among this group. The current study addresses this scientific gap.
Men are not biologically hardwired to delay help-seeking. Rather, barriers to men’s health 
help-seeking are socially determined. In this paper, we test a model built principally on 
reactance theory 23, which suggests that individuals are more likely to resist help-seeking 
when they confront life events that diminish sense of control (SOC), threaten freedom, and 
induce negative psychological states. Reactance theory is rooted in the assumption that 
salient aspects of identity shape the evaluation and appraisal of potentially threatening 
events. Such threatening events, hypothetically lead individuals to engage in activities 
designed to reclaim identity and restore personal SOC. Health behaviors, including help-
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seeking, are generally shaped by SOC.24,25 Masculinity norms, or shared cultural 
expectations about male behavior, 26 have a profound influence on men’s identities and help-
seeking delays.3,27,28 As a multidimensional set of social prescriptions, masculinity norms 
theoretically encourage men to avoid help-seeking, display emotional stoicism or toughness, 
cope autonomously, and maintain a high sense of control even in the face of negative life 
experiences.29–31 Addis and Mahalik’s 3 seminal paper was the first to suggest a conceptual 
linkage between masculinity, male help-seeking, and reactance theory. Their 
conceptualization suggests that unmitigated internalization of masculinity norms contributes 
to men’s threat appraisal, coping response, and help-seeking behavior. They further suggest 
that a primary reason for help-seeking avoidance is that events, symptoms, or external cues 
signaling healthcare need also potentially threaten masculine identity, diminish SOC, and 
increase men’s need to engage in behavior designed to restore freedom. We assert that a 
similar process is at play for African American men.
To be certain, men who score higher on measures assessing dimensions of masculinity 
norms generally have less favorable help-seeking attitudes, 32–35 seek help for psychological 
problems less often, 34 and in some cases fail to obtain routine health examinations.36 
African-American men also cite masculinity as a potential barrier to help-seeking. 37–40 Yet, 
the vast majority of investigations explore the influence of masculinity norms on help-
seeking in predominately non-Hispanic White male samples and some report somewhat 
inconsistent findings.41 Study inconsistencies likely result from the way masculinity norms 
are typically measured and defined.42 For instance, researchers often measure how much 
men endorse a set of statements about prescribed or proscribed masculinity norms (e.g., Men 
should not reveal their worries to others) instead of assessing whether such norms are salient 
aspects of men’s identities. Theorists 43 suggest that measuring salience or the level of 
importance individuals place on social identities is key to understanding whether they 
govern actual behavioral outcomes (e.g., help-seeking). Definitions of masculinity among 
African-American men also vary from those characteristically applied to non-Hispanic white 
males 44 and there is significant intragroup variation in how even the most salient 
masculinity norms impact African-American men’s health-related behaviors. 41 Assessing 
the identity salience of masculinity norms provides a better approximation of whether men 
might invoke them when making health decisions or if doing so produces significant barriers 
to their health help-seeking. What is also needed are studies that investigate potential 
intermediary mechanisms linking masculinity norms to health help-seeking barriers among 
African-American men. We address these evidentiary gaps.
Masculinity is but one potentially salient factor contributing to African-American men’s 
help-seeking motivations. In fact, when study samples include African-American men, they 
often omit race-related factors cited as additional help-seeking barriers for this vulnerable 
population. 45–49 Studies in this vein lack the kind of specificity warranted to develop 
wholly effective, targeted interventions for African-American men. To advance intervention 
development, investigations are needed that explore how masculinity norms operate in 
tandem with social by-products of race to impact African American men’s help-seeking. 
Addressing prior scientific omissions, we include race-related factors and use Broman’s 
seminal work to define them as a constellation of experiences and practices shaped by the 
context of discriminatory treatment or unjust social arrangements.50 We also rely on 
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descriptions by researchers who define race-related factors as those governing individual 
internalization of or response to discriminatory treatment (i.e., identity). Our study 
incorporates three race-related factors implicated in prior research as core dynamics of 
African American men’s threat appraisal and help-seeking: racial identity, race-related stress 
events, and John Henryism.51–53
Racial identity refers to “the significance and qualitative meaning that individuals attribute 
to their membership within their racial group.” 51 Racial identity is associated with African-
American men’s help-seeking, 46,47,54–58 impacts sense of control or mastery 59,60 and is an 
important resource employed by African-Americans to appraise and cope with race-related 
stress events. 61 Race-related stress events are significant barriers to African-American 
men’s healthcare use 62,63 and minimize their trust in medical organizations and 
providers. 64,65 Cheatham and colleagues’ 66 review unearthed racism-related stress events 
as prominent help-seeking barriers among African-American men. Compared to African-
American women, African-American men disproportionately report experiencing race-
related stress,39,67–69 which theorists suggest generally threaten this group’s SOC and 
masculine identity. 70,71 A robust body of literature also affirms race-related stress or 
discrimination subsequently instigates depressed mood.62,72–80 Some authors suggest that 
diminished help-seeking among African-American men can be explained by their tendency 
to invoke certain kinds of behavioral coping dispositions. 20 John Henryism refers to 
behavioral coping disposition that is characterized by a self-perception that individuals can 
overcome demands with persistence, and hard work.52 John Henryism can hamper African-
American men’s health help-seeking by promoting unmitigated self-reliance, and a sense 
that treatment-seeking denotes a weakness or character flaw. 81 Hence, we account for this 
behavioral coping disposition in the current study.
The Current Study
We test a hypothesized model predicting barriers to health help-seeking among African-
American men (Figure 1) based primarily on reactance theory. 23 Specifically, we 
conceptualize barriers to health help-seeking as reactance to threatened masculinity identity 
and race-related stress events. Thus, we expect that a high degree of masculinity norms 
salience 82 and frequent race-related stress events will be associated with more barriers to 
health help-seeking (Hypothesis 1). This conceptualization is consistent with other theories 
of masculinity and African-American men’s health.83 Our model focuses on those race-
related stress events characterized as “everyday racial discrimination” (ERD) because of 
their chronicity, persistence, and well-established relationship with negative psychological 
states.78,80,84,85 We also focus on one specific negative psychological state most consistently 
associated with ERD, depressed mood.80 Explicitly, we suggest that men with higher MNS 
will report more reactance (e.g., greater barriers to health help-seeking) because they 
experience help-seeking as more threatening to their masculine identity (Hypothesis 1). We 
also imply that men who report more frequent ERD will report more barriers to health help-
seeking because these experiences persistently diminish their SOC, chronically instigate 
negative psychological states, and potentiate the invocation of identity-restorative coping 
dispositions (e.g., John Henryism)(Hypothesis 2). Similarly, our model proposes that 
African American men with higher racial identity (RI) scores will as a key factor in African 
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American men’s help-seeking motivations. Masculinity norms endorsement is associated 
with depressed mood among men 86,87and with African-American men’s John 
Henryisim.8885 Hence, our hypothesized model positions SOC, depressed mood states, and 
John Henryism 88 as key intermediary mechanisms linking MNS and ERD to barriers to 
health help-seeking (Hypothesis 2). We also, assert that racial identity positively impacts 




Data for this study were taken from the African-American Men’s Health and Social Life 
Study (AAMHSL 2007–2010). The study sample included 458 community-residing 
African-American men (age ≥18 years) recruited from barbershops (80.7%) and a 
Historically Black College (HBU) (19.3%) in the West and South regions of the United 
States. The HBU student population was 77% African American and 33% male. Informed 
consent was obtained from each participant before they completed the surveys.
Procedures
Participants were recruited using flier advertisements, direct contact, and word-of-mouth. 
We prioritized barbershops because they are proven effective sites for recruiting African-
American men from diverse socioeconomic statuses. 89 Recruitment efforts focused on 
“high volume” businesses (i.e. having a wait time of 30–60 minutes and serving a minimum 
of 30 customers daily) characterized by African American male community informants as 
popular. We focused on “high volume” shops because they provided ample wait times for 
men to complete surveys before receiving their haircuts. Study staff initially approached 
barbershops in-person or by telephone, and followed-up with more detailed information 
about the study including a copy of the survey and consent forms. Barbershop owners and 
barbers were invited to provide feedback about the survey content, length, and form, which 
was subsequently incorporated. Following this process, signed letters of support were 
obtained from barbershop owners. The receptionist or barber invited patrons to participate in 
a study about African-American men’s health; participants 18 years or older and who self-
identified as African-American were eligible to complete the survey. Of the men approached 
in barbershops, 90% verbally consented to participate; most completed the survey during the 
wait time. The most frequently cited reason for nonparticipation was time constraint. Men 
who completed the survey in the barbershop received a voucher for a free haircut, valued at 
$25. In academic settings, we used similar procedures to recruit in places of high 
congregation (e.g., student unions, cafeterias, conference exhibit halls); 86% of the men 
approached completed the survey and received a $25 gift card. The study recruitment staff at 
barbershops and academic institutions consisted of African American women and men. All 
study procedures were reviewed and approved by the Institutional Review Board at The 
University of North Carolina at Chapel Hill
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Independent and control variables
Sociodemographic characteristics: Sociodemographic characteristics assessed in this study 
were: age, level of education, relationship, employment, and insurance status, current 
residence, annual income, usual source of healthcare, and self-report of physician diagnosed 
chronic medical conditions.
Racial Identity (Centrality): Racial identity was assessed with the 8-item Centrality scale 
of the Multidimensional Inventory of Black Identity (MIBI). 90 The Centrality scale 
measures the importance of being African-American to respondents’ identity. We focus on 
the racial centrality dimension of the MIBI because it has been linked to both the appraisal 
and mental health outcomes associated with racial discrimination experiences. 61,91 
Participants endorse items such as, “In general, being Black is an important part of my self-
image” on a 7-point Likert scale ranging from 1=Strongly Disagree to 7= Strongly Agree. 
The Centrality scale has been shown to have good internal consistency 92 and has been 
validated across diverse Black populations. 92,93 The Centrality scale has been shown to 
have good internal consistency 92 and has been validated across diverse Black 
populations. 90,92,93 The Centrality Scale has demonstrated good concurrent validity 90 and 
internal consistency in prior research studies internal consistency. 94,95For this study, 
Cronbach’s α was 0.88.
Masculinity Norms Salience: Masculinity norms salience was assessed with the 9-item 
Masculinity Norms Salience scale, constructed from previous qualitative work on 
masculinity meaning among African-American men.96 The Masculinity Norms Salience 
scale assesses the importance of traditional masculinity norms (e.g., having power and 
courage) to men’s identity. This scale has been used in other published studies assessing 
African-American men’s healthcare delays41 and is included because identity theorists 
propose that salience determines one’s commitment to norms and the likelihood that they 
will be invoked during stress appraisal and response.97,98 A mean score was computed from 
responses ranging from 1 (“not at all important”) to 5 (“extremely important”) (Cronbach’s 
α = 0.80). Higher mean scores on each of the scale indicate greater masculinity norms 
salience.
Everyday Racial Discrimination: To assess everyday racial discrimination, we used the 18-
item Daily Life Experience 99 subscale of the Racism and Life Experiences Scales 
(RaLes). 100,101 Participants are asked to report the frequency of their experiences of 
“micro-aggressions” such as “Being treated rudely or disrespectfully” due to race on a scale 
ranging from 0=Never to 5=Once a week or more. The RaLes has been shown to have sound 
psychometric properties among African-Americans 100. The RaLes has demonstrated 
concurrent validity and correlates positively with the Index of Race-Related Stress, a 
conceptually similar measure and has also shown internal consistency (Cronbach’s α=0.83 
to 0.90) in a community-based sample of Blacks 102. For this study, Cronbach’s α was 0.95.
Sense of Control: We assessed participants’ sense of control with the 7-item Sense of 
Mastery scale, which measures the degree to which individuals perceive having control over 
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their lives.103 A sample item from the scale is “I have little control over the things that 
happen to me” and participants’ response options range from 1=Strongly Agree to 
4=Strongly Disagree. The scale has shown satisfactory reliability and validity 104,105 and has 
demonstrated utility in African-American samples. 106,107. the concurrent validity of the 
Sense of Mastery, though previous studies have reported Cronbach’s α of 0.79 108 
Cronbach’s α was 0.79.
John Henryism: We evaluated participants’ endorsement of John Henryism coping using 
the 12-item John Henryism Scale for Active Coping (JHAC12). 52 The JHAC12 is a trait-
based measure of individuals’ general coping tendencies. Participants endorse items such as 
“Sometimes I feel that if anything is going to be done right, I have to do it myself” using 
response options anchored at 1=Completely False and 5=Completely True. Though we could 
not find an evaluation of its concurrent validity, the JHAC12 has been shown to be a valid 
and reliable measure of active coping among African-Americans.109 Previous studies report 
Cronbach’s α ranging from 0.60 to 0.80 in community-based samples of African-
Americans. 110Cronbach’s α was 0.87 in the current study.
Depressed mood: We assessed depressed mood with the Center for Epidemiological Studies 
Depression Scale (CES-D).111 Participants indicate the frequency of emotions such as “I 
was happy” on a scale ranging from 0=Rarely or none of the time to 3=Most or all of the 
time. The CES-D is a well-established self-report measure of depressive symptomatology. It 
has been widely used in research studies with diverse populations and has demonstrated 
satisfactory validity and reliability among African-Americans. 112 There is support for the 
concurrent validity of the CES-D, which has shown a strong correlation with the Hamilton 
Clinician’s Rating Scale in a clinical sample.111 The CES-D has been shown to have a 
Cronbach’s α of 0.85 111 and has shown similar internal consistency estimates among 
African-Americans 113. Cronbach’s α was 0.79.
Outcome variable
Barriers to Help-Seeking Scale (BHSS): We used the -item Barriers to Help-Seeking Scale 
to assess participants’ perceived barriers to seeking professional help for physical and 
mental health concerns (BHSS). 114 The BHSS presents respondents with a hypothetical 
situation in which they are in pain, and then asks them to indicate how much reasons such as 
“I’d feel better about myself knowing that I didn’t need help from others” would present 
barriers to seeking help. The original version of the BHSS comprised 54 items designed to 
identify a reason why an individual would refuse to seek out help to alleviate pain in his or 
her body. Forty-four of these items pertained to general health seeking, whereas eight 
additional items focused on targeted barriers specific to medical intervention (e.g., It’s 
difficult for me to talk with doctors and healthcare professionals). The BHSS consists of five 
subscales: (1) Need for Control and Self-Reliance, (2) Minimizing Problem and Resignation, 
(3) Concrete Barriers and Distrust of Caregivers, (4) Privacy, and (5) Emotional Control. 
Response options were anchored at 0=None and 4=All. The authors of the scale have 
demonstrated the scale’s reliability (Cronbach’s α=0.94–0.95) and its criterion, construct, 
and convergent validity in samples of undergraduate men.114 For the current study, the 
Cronbach’s α was 0.96.
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Descriptive analyses and zero-order correlations were calculated for all the study variables. 
We also examined confirmatory factor analysis 115115 models that included each of BHSS 
items. These models were used to try and replicate the five-factor solution originally 
reported by Mansfield et al.116 We analyzed the five-factor CFA model across the entire 
sample and examined analogous CFA models for each of the different levels of age, income, 
and education prior to performing tests for MI.117,1 Tests for MI were conducted to 
evaluate whether the BHHS displayed a factor structure similar to the five-factor solution 
reported by Mansfield et al.116 and to assess whether the BHHS operates equivalently in 
African-American men across different levels of age, education, and income.118,119 Tests for 
MI were conducted using Mplus 5.2 120 with theta parameterization and robust weighted 
least squares estimation (WLSMV estimation), and methods recommended by Millsap and 
Yun-Tein121 for ordered-categorical data. The first level of invariance was configural 
invariance or the test of equal form across different groups.119 The second level of 
invariance testing was metric invariance or a test for equal factor loadings, and the third and 
final level of invariance included a test for equal factor loadings and thresholds across 
separate groups.121 Goodness of fit indices evaluated included the chi-square, comparative 
fit index (CFI), root-mean square error of approximation (RMSEA), and modification 
indices. Model fit indices and cut-off values for the fit indices selected were based on criteria 
primarily specified by Hu and Bentler.122 In particular, Hu and Bentler122 recommended that 
acceptable values for model fit indices include: RMSEA ≤ .08, CFI ≥ .95, and TLI ≥ .05. 
Because prior research has indicated that chi-square and chi-square difference tests are 
highly influenced by sample size118 tests for MI were performed using an alpha level of .01.
A BHSS scale derived from our CFA models was examined using path analysis models 
designed to assess the overall fit of our hypothesized model using the total BHSS score as 
the primary outcome. Next, we performed regression diagnostics before testing each study 
hypothesis and analyzing the proposed barriers to health help-seeking model. In particular, 
we examined Mahalanobis distance and variance inflation factors (VIFs) to ensure that there 
were no influential or outlying observations, and to assess multicollinearity among the study 
variables.123 We also performed tests for model equivalence124 to determine whether the 
associations among predictors and the BHSS scale generate from the CFA and multiple 
group CFA models operated equivalently across different levels of age (18–29; 30–39; and 
40+ years), income, and education. Model equivalence was first tested by examining a 
restricted model where each of the regression paths was constrained to be equal across the 
different levels of age. Next, we examined models where the same regression paths were 
freely estimated across the different categories or levels of age. A chi-square difference test 
was then used to determine whether model equivalence could be established, or whether 
membership in different age groups moderated associations among the predictors and 
outcomes in the proposed reactance theory model. We compared chi-square values, 
1Measurement invariance or measurement equivalence is defined as the “degree to which measurements conducted under different 
conditions yield equal measures of the same attributes” (Meade and Bauer, 2007, p. 611). Tests for ME/I are generally used to answer 
questions concerning whether individuals from different groups interpret a measure in a conceptually similar manner. Put another way, 
measurement invariance pertains to whether there is consistency of measurement across subgroups of a given population, and if the 
operationalization of a construct has the same meaning under different conditions.
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parameter estimates, and standard errors from a model using full information maximum 
likelihood (FIML) to a model with a robust maximum likelihood (MLR) estimator used to 
correct for non-normality. Similar tests for model equivalence were run separately for 
different levels of income and education.
Preliminary Analyses
It was concluded that a five-factor solution did not perform well for a number of BHSS 
items. Further analyses revealed a linear dependency between two of the five factors (privacy 
and emotional control), such that the two factors had a correlation that was close to one. 
Thus, a four-factor solution (see Figure 3) was created by combining the latent variables 
privacy and emotional control into a single latent factor. The four-factor CFA model 
provided an excellent fit to the data: χ2(30,N = 446) = 59.08, p < .05; CFI = .99; TLI = .99; 
RMSEA = .04. After examining the four-factor CFA model, additional multiple-group, four-
factor CFA models were used to test for MI across age, education, and income groups. .Once 
MI or partial MI 125 was established across the different levels of age, education, and 
income, we averaged the set of BHSS items that were used in the four-factor CFA model to 
create subscale scores and a total score (α = .91). Utilizing the total score created from the 
four-factor CFA model, correlations were computed for each of the study variables (See 
Table 2.)
We then used this score as the outcome measure in subsequent regression and path models. 
Preliminary results from our tests for normality indicated that the four-factor BHHS scores 
significantly departed from normality. Consequently, we obtained confidence intervals for 
mediated effects, and robust estimators that correct for inflated chi-square values and biased 
standard errors resulting from non-normality,126 which cannot be used to estimate bootstrap 
confidence intervals. Results from tests for MI revealed that model equivalence was also 
established across the different levels or categories of income and education. The chi-square 
values and standard errors did not differ substantially when comparing models estimated 
using FIML versus the MLR estimator. Therefore, the final analyses were performed using 
FIML estimation, which has the benefit that it uses all available cases in a dataset, and it 




Zero-order correlations between the BHSS score and the other study variables are displayed 
in Table 1. Descriptive analyses, including means and standard deviations for each study 
variable used in the final analyses are also shown in Table 1. Participants were fairly young 
(M=31 years) and most men (36.1%) had attained a high school education or less. Most 
were unmarried (78.1%), currently employed (78.1%), and uninsured (64.6%). The men, 
who primarily reside in the South (75%), reported low to modest annual incomes, with most 
(41%) earning less than $20,000. Lastly, more men reported a usual source of care (51.9%) 
and had no self-reported chronic conditions (63.3%).
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Testing the Overall Fit of our Hypothesized Barriers to Health Help-seeking Scale (BHSS) 
Model
Overall fit for our hypothesized model was excellent: χ2(3,N = 457) = 2.04, p > .05; CFI = 
1.00; TLI = 1.00; RMSEA = .00, and 90% CI [.00, .07]. A path diagram for the 
hypothesized model, including standardized and unstandardized results is shown in Figure 3. 
Squared multiple correlations or R2 values for each study outcome are displayed in Table 2. 
Results from the chi-square difference test indicated that the constrained model provided a 
better fit to the data compared to the model where each of the regression paths was freely 
estimated. Thus, results suggested that our hypothesized model operated equivalently across 
the different age categories, and that the associations among the predictors and outcomes 
were not moderated by age.
H1: Higher MNS and More Frequent ERD Will Be Associated with More Barriers to Health 
Help-seeking
We first tested whether men with higher MNS and more frequent ERD had higher BHSS 
scores. Findings revealed that men with higher MNS reported more BHSS (b = .16, p< .
005). ERD was also positively related to BHSS, such that men who experienced more 
frequent ERD had higher BHSS scores (b = .24, p< .001).
H2: SOC, Depressed mood, and John Henryism will be Key Intermediary Mechanisms 
between MNS, ERD, and BHHS
Findings from the hypothesized model revealed that African-American men with higher 
SOC had lower BHSS scores (b = −.32, p< .005). Put another way, men with low SOC 
reported greater barriers to health help seeking. Moreover, men with high CESD scores or 
more depressed mood reported increased barriers to help seeking (b = .04, p< .001). Based 
on 1,000 bootstrap samples, the 95% BC bootstrap confidence interval (CI) for the indirect 
or mediated relationship between ERD and BHSS passing through both SOC and CESD was 
[.01, .02]. The 95% CI for the mediated relation between ERD and BHSS through SOC was 
[.01, .06], and the CI for the indirect relation passing through only CESD was [.03, .10], 
suggesting partial mediation.
Results revealed that there was not a significant relationship between JH and BHSS scores. 
After examining 95% BC bootstrap CIs, results suggested that the combined indirect effect 
of MNS on BHSS passing through both JH and CESD was [−.02, −.00]. At the same time, 
results revealed that there was not a significant relationship between JH and the BHSS scale, 
nor was the relationship between masculinity identity salience and BHSS mediated by JH 
[−.01, .05].
H3: SOC and Depressed mood will be Key Intermediary Mechanisms between Racial 
Identity and BHHS
Results indicated there was a negative association between race identity (i.e., centrality) and 
ERD, but this result was not significant (b = −05, p>.05).We also examined whether the 
relationship between racial centrality and BHSS was mediated by SOC and CESD scores. 
Results demonstrated that men with higher race centrality reported greater SOC (b = .17, 
p< .001) and JH (b = .19, p< .001). Results also indicated that men with higher race 
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centrality had lower CES-D scores (b = −.66, p< .005). Findings from 95% BC bootstrap CIs 
showed the combined indirect or mediated impact of racial centrality on BHSS passing 
through both SOC and CES-D scores was [−.04, −.01]. Results from the 95% CIs also 
suggested that the relationship between racial centrality and BHSS was fully mediated by 
SOC [−.10, −.02] and CESD [−.05, −.01], respectively.
Discussion
The purpose of our study was to test a theory-driven model of barriers of health help-seeking 
among African-American men. Many of our hypothesized relationships were supported 
through analysis. Overall, we found support for conceptualizing African-American men’s 
diminished health help-seeking as reactance or an attempt to restore autonomy, freedom, and 
sense of control in the face of persistent social identity threats.
Consistent with other findings,30,34 our results affirm that masculinity norms can mitigate 
African-American men’s health help-seeking. However, this study demonstrates that 
measuring the salience of masculinity norms is just as important as assessing how frequently 
men endorse them. In fact, our findings suggest that measuring masculinity norms in 
isolation without mutual consideration of race-related factors and exposures may lead to 
miscalculations about their weight in African American men’s help-seeking motivations. 
This might result in designing interventions that place heavy emphasis on masculinity norms 
change but that fail to address race-related factors that work in tandem to exacerbate or 
mitigate them. Previous researchers have drawn similar conclusions indicating the need to 
move measurement beyond gender prescriptions to gain better insight about when they are 
invoked and if they impact health behavior. 42,128
We found specifically that the relationship between masculinity norms and health help-
seeking barriers among African-American men is not always direct, nor is it the only 
pathway of influence. For example, our hypothesis that depressed mood states mediate the 
relationship between masculine norms salience and barriers to help-seeking was also 
supported. It appears from our findings that when masculinity norms are salient, they 
produce the most significant health help-seeking barriers when African-American men are 
depressed. Others have found depression to figure prominently in African-American men’s 
healthcare seeking behaviors.36,129 Similarly, the current study suggests that the most 
psychologically vulnerable African-American men may be at greatest risk for delayed health 
help-seeking. Also, these findings imply that health interventions designed to disrupt men’s 
reliance on masculinity norms discouraging health help-seeking might have their greatest 
collective impact when directed at this more psychologically vulnerable group. Thus, while 
our findings expand the accumulating evidence-base documenting the impact of masculinity 
on men’s health behavior, they also push back on static assumptions about how they exert 
this influence.
Our results suggest that diminished health help-seeking is not purely a reactance to 
masculinity threats. African-American men face a number of race-related threats that are 
theorized to work in tandem with masculinity to impact their health behavior.83 We found 
that the most significant health help-seeking barriers arose among African-American men 
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who reported more frequent exposure to everyday racial discrimination. We also found that 
men with more frequent everyday racial discrimination reported more barriers to health 
help-seeking. These findings also support a key assertion of reactance theory that health 
help-seeking barriers manifest most strongly for African American men in the presence of 
potentially threatening events. While evidence of the detrimental effects of everyday racial 
discrimination on health behaviors is not new, these results do paint a more nuanced 
understanding by delineating the intermediary roles played by sense of control, depressed 
mood, and coping dispositions in African-American men’s help-seeking attitudes. In this 
way, we speak to the growing call for studies moving beyond documenting direct 
associations towards delineating mechanism driving them.130
Sense of control emerged as a critical intermediary mechanism in our hypothesized model. 
Though we were not surprised to learn that lower sense of control was associated with 
greater barriers to health help-seeking, we were struck by the number of significant linkages 
it had to our model factors. African-American men in our sample reporting the most 
frequent exposure to everyday racial discrimination had the most diminished sense of 
personal mastery and control. These findings are consistent with what researchers surmise 
from prior studies.131,132 Adding to this evidence-base, we demonstrated that diminished 
sense of control stemming from everyday racial discrimination may in turn lead to more 
health help-seeking barriers. Changing exposure to everyday racial discrimination requires 
structural interventions, which should be mounted but may prove challenging even a so-
called “post-racial” context. Sense of control or mastery, however, is modifiable and while 
pushing for structural change, health interventionists might also focus on enhancing sense of 
control among African-American men. Higher sense of personal control can also be 
protective against racial discrimination for African-American men. 72 Our findings support 
intervening on diminished feelings of control and power may to also protect African-
American men from other pernicious health- effects of everyday racial discrimination 
documented in the literature.99,133,134 As demonstrated by the significant positive 
association between sense of control and John Henryism, some this protection may be 
afforded via its impact on coping dispositions. John Henryism can be a double-edged sword 
for African-American men because relying on this coping disposition may lead to 
unmitigated self-reliance and thus unintentionally mitigate help-seeking in the face of health 
threats. Thus, interventionists should be cautious in promoting or amplifying its habitual use.
Our study found that racial identity serves as a key appraisal mechanism in relation to race-
related stress events like everyday racial discrimination. Black men with less race centrality 
reported more frequent occurrences of everyday racial discrimination. As hypothesized, 
higher race centrality was also shown to be positively associated with sense of control and 
negatively associated with depressed mood. Finally, sense of control and depressed mood 
were found to have a significant mediating effect between the relationship between race 
centrality and barriers to help-seeking among our study participants. In addition to playing 
its hypothesized role in stress appraisal, racial identity seems to exert its influence on help-
seeking via sense of control. Specifically, our findings indicate that African-American men 
for whom racial identity figures more prominently into their self-concept may experience 
less negative impact from racial discrimination due to a higher sense of control over their 
environment. That is, they may feel more personal control despite encountering race-related 
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threats. Prior research demonstrates the potential health buffering effects of racial 
identity.135 Although we did not explore this buffering effect in the current study, our 
findings similarly supports the notion that racial identity is a key enhancing component of 
African-American men’s help-seeking. Understanding how centrality of racial membership 
increases one’s sense of control and subsequent depressed mood should be investigated 
further and leveraged when developing interventions aimed at increasing Black men’s 
engagement in the health care system.
Like many cross-sectional investigations, our study is limited in its capacity to specify causal 
relationships between our study variables. Clearly, a more robust association between our 
model factors and barriers to health help-seeking might be established with longitudinal 
data. We also did not obtain our sample through methods that would assure that participants 
were nationally representative. However, the sociodemographic characteristics of our sample 
are similar to that found in the national population of African-American men.136,137 
Recruiting African American men primarily from specific barbershops and academic 
institutions may have introduced some selection bias. For example, the mean age of our 
sample suggests that our hypothesized model may be more explanatory young adult African 
American males. However, we are encouraged by the sociodemographic distribution of our 
sample and its similarities to that of African American men at the population-level. Equally, 
we feel confident that recruitment primarily from barbershops is a study strength and 
provides a closer approximation of the general population than typical college subject pools 
relied upon by researchers investigating help-seeking barriers. Future studies may want to 
introduce randomization and a broader array of recruitment sites to ensure fuller 
representation. Masculinity’s influence on men’s help-seeking is context-dependent 138 and 
certain dimensions of masculinity (e.g., self-reliance) reduce preventive screening delays 
among African-American men. 139 Similarly, racial identity and masculinity is 
multidimensional and we only explored one dimension in our analysis. Thus, future studies 
will want to assess impacts on help-seeking contributed by a wider range of masculinity and 
racial identity dimensions. Lastly, the measure of health help-seeking is not disease or 
condition specific and barriers may vary according to perceived or actual condition severity, 
with hopes that the reducing costly help-seeking delays and the health disparities they 
ultimately generate among African American men.
Despite these limitations, our findings have several notable strengths. First, to our 
knowledge, this is one of the first studies to explore the factor structure of the BHSS among 
African-American men. We also extend the evidence-base by taken a theory-driven, 
empirical approach to investigating barriers to health help-seeking among African-American 
men. We used a community-based data collection strategy that allowed us to engage 
African-American men who are perhaps the most underserved by formal healthcare 
organizations.
Conclusions
Reducing health disparities and inequities among African-American men is hinged on timely 
help-seeking. However, if we want to improve disparate health outcomes among African-
American men then we have to address everyday racial discrimination experiences that chip 
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away at their help-seeking motivations. We also have to devise, implement, and sustain 
policies that address the deep entrenchment of racial discrimination in structures where 
African-American men live, work, play, obtain healthcare, and get educated. Ultimately, 
delayed health help-seeking among African-American men might also be more effectively 
addressed if it were understood less as stereotypical male healthcare avoidance and more as 
a protective strategy mounted in the face of clear and present social threat.
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Hypothesized Path Model of African-American Men’s Barriers to Health Help-Seeking
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Four-factor CFA model for Barriers to Health Help-Seeking Scale Items
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Results for Hypothesized Path Model of African American Men’s Barriers to Health Help-
Seeking
Note ** p < .01, * p < .05. Results in bold are standardized path coefficients. The standard 
errors for unstandardized results are displayed in parentheses.
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Table 2
Squared Multiple Correlations for Study Outcomes
Study Variable R-Squared
1. BHSS Total Score .32**
2. Negative Psychological State (CES-D Score) .41**
3. John Henryism .36**
4. Sense of Control .21**
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